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V 000 INITIAL COMMENTS V 000

 This visit was a (CORE) ESRD federal complaint 

investigation survey.  

Complaint: #IN00129917 - Substantiated: No 

deficiencies related to the allegation are cited 

cited.

Survey date:  July 8, 9, and 10, 2013

Facility #:  006144

Medicaid Vendor:  #201073800

Surveyor:  Susan E. Sparks, RN, PH Nurse 

Surveyor

                      Miriam Bennett, RN, PH Nurse 

Surveyor

DSI Northwest Indianapolis Renal Center is in 

compliance with 42 CFR 494.70 Patient Rights, 

494.80 Patient Assessment, and 494.14 

Personnel Qualifications as related to this 

complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

July 12, 2013
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